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l. Service Population
Diagnosis Autistic Spectrum Disorders (299.0)
. Desired Outcome
A. Changein Target Signs and Symptoms
1 Remission or subgtantiad reduction of self simulating behaviors, tantrums, saf-injury or
bizarre and odd behaviors such as.
Twirling;
Happing;
Inappropriate attachment to inanimate objects;
Obsessive interests; or
Unusud and persistent preoccupations.
2. Decrease in motor restlessness, agitation;

3. Improvement in physiologic functioning (deep, gopetite, energy);

4. Decrease in intengity, frequency, and assessed leve of risk of behaviors dangerous to sdif
and or others.

B. Functiond Improvement

Behaviord hedth services should be provided to facilitate behavior that improves
language, attention, sociaization and communication.

Includes behaviora support for educational and habilitative services, speech and language
thergpy, socid skills training and other developmenta support services.

C. Exacerbating factors and signs/symptoms education

The individud will demondrate age and functionaly gppropriate understanding of therole
of substance abuse, stress and medication non-compliance for hisher condition.
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Theindividud and caregiver and/or family will be able to verbdize the Sgns'symptoms of
relapse or recurrence of behaviora problems.

D. Functiona Support

Theindividud will be able to maintain behavior appropriate to hisher
developmentd/cognitive leve in home and community setting; including work, school
and other public settings.

E. Environment Support

Behaviord hedth providers, medicd providers and other involved agencieswill be
collaborating effectively in appropriate interventions to systematically coordinate
behaviora hedlth services with other involved agencies and care-giversin order to
promote development in the least restrictive manner.

The individud’s primary socid supports (parents, siblings, caregivers, So0uses,
ggnificant others, employers, etc.) will demonstrate knowledge of and gppropriate
response to the individua’ s prominent psychiatric symptoms; physiologic functioning;
exacerbating or relgpse factors and relapse symptoms; dangerousness to self and/or
others.

[Il.  Major Differential Diagnoses and/or Comorbid Conditions

Pervasive Developmentd Disorder Not Hearing imparment

Otherwise Specified (NOS) Communication Disorder
Asperger’s Disorder Mentd retardation, moderate/severe
Expressive language delay/disorder ADHD

Receptive language delay/disorder Rett’s Disorder

Schizophrenia with childhood onset Bipolar Disorder

Sdective mutism

These are to be consdered as differential or co-morbid diagnoses concurrent with or
prior to theinitid diagnosis, and upon relapse, exacerbation, and/or failure to improve
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after treetment/intervention of up to Six months.
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V. Recommended Practice and Coordination

A. BHS (Behaviora Hedlth Services)

1.

A range of Autistic Spectrum Disorders exists with varying levels of functionin
different domains such as cognitive, emotiond and socid. A significant number
of individuals are impaired in multiple domains and will function a aleve of
menta retardation.

Autigtic Spectrum Disorders frequently present as a“ socid skills deficit
syndrome,” with many aress of functioning intact. Although high functioning
individuas may be quite articulate, emotional respongvity may need to be taught
becauseit is not intuitive.

The overdl trestment Strategy should emphasize collaborating with the school,
community and natural supports, and other providersin teaching socid,
communication and cognitive skills to the individud and effective behavior
shaping techniques to parents, to be used both during and after termination of
therapy. Techniques should emphasize postive reinforcement for gppropriate
behavior and acknowledgment and reward of the individud’ s ability to establish
age- gppropriate autonomy to the extent possible. Antecedents to behaviora
disruptions, agitation or sdf-injury should be identified and minimized. Socia-
pragmetic teaching can aso be helpful in enhancing the individud’ s repertoire of
socid and communicative behaviors.

Individua thergpy can be very hepful to address fedings of isolation and to
improve socid adjustment for individuals with verbd functioning. Play therapy
or expressive thergpies may assist those with impairments in this domain.

For school aged individuass (through age 22), ardease of information should be
obtained from the legd guardian to communicate with preschool, workplace or
school gaff to document behavior thet is affecting academic performance; this
communication should occur a the beginning of trestment and at prescribed
intervals thereafter. To as great an extent as possible, school staff should be
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10.

included in the individud’ s trestment and in the implementation of the behavior-
shaping program.

In collaboration with the family and other involved professonass, and with
consideration of &l areas described in Section 11, Desired Outcomes, alist of
target symptoms and trestment goals should be devel oped.

A screening tool such asthe Vindand Adaptive Scale and the (CBCL) may be
given to parents and teschers & the initiation. The Test of Nonverba
Intelligence (TONI) together with the Vindand is recommended if 1Q testing
must be performed, especidly between the ages of four and eight. If stlandard
verbd 1Q tests are used after the age of eight, the psychologist should be
familiar with the array of language deficits associated with these disorders. 1Q
testing prior to the age of eight is not recommended; an 1Q prematurely
diagnosed as low because of language deficits can lead to inappropriate
indtitutiondization and lack of encouragement to and by parents as the individud
develops.

Ongoing coordination of careis essentid and is the responsbility of the primary
behaviora hedth professiond, if one has been assigned. Typica parties involved
include the DDD support coordinator, primary care provider, psychiatrist,
OT/PT, speech, language, habilitative specidists, school or vocationa personnel
and family members.

Individuas with Autigtic Spectrum Disorders may have intermittent anxiety,
affective, psychotic or traumatic stress disorders. Clinicians must carefully
consider co-morbid disorders, which are frequently associated with the autistic
syndrome. |n some cases, it may be important to distinguish whether the
syndromeis due to or separate from the Autistic Spectrum Disorder. For
example, dthough hyperactivity is common in individuas with an Autigtic
Spectrum Disorder, response to stimulants may be adverse. SSRI medications
and beta- blockers may be more efficacious.

Medications can be helpful for target symptoms and behaviors. The
psychiatrists must choose from dl available psychoactive medications will best
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improve functioning with minimal Sde effects. Knowing the individua with an
Autigtic Spectrum Disorder may not be able to salf-report improvement or
problems due to the medication, the clinician should aways include collaterd's
or collaterd information in the evauation. As such, primary caregivers, family
members, community supports and when gppropriate, child/family team
members, should be included in the assessment and ongoing pharmacologicd
trestment. Serotonin modulating medications (atypical antipsychotics and SSRI
antidepressants) can be especidly hepful with self-gimulatory, compulsive or
stereotyped behaviors.

11. Family strength can be reinforced through family support services, hedth
promotion and respite.

12. In addition to services provided through behaviora hedlth and DDD, there are a
number of dternative and ancillary treetment modalities available to families, and
it is essentiad for the clinician to be knowledgeable about them. These include
sensory integration techniques, music therapy, language-behaviora therapies
(such as Applied Behaviord Andysis, “Lovaas” “Pace” “TEACCH,” and
others), vitamin thergpies, immuno modulators, naturopathic, homeopathic,
chiropractic trestments, treatment with the pancrestic hormone secretin and
auditory integration traning. The clinician who is knowledgeable and informed
about these and other approaches can help each family make the best choice
for themsalves.

13. For the moderate to severely impaired, trestment goals are the same.
Methodology may focus more on medicd trestment and family support, with
less emphasis on psychosocid trestments of the individud.

A. Medica Hedth Services

1. All rdlevant information, including the initial assessments and trestment plan,

must be communicated to the primary care provider (PCP) to ensure

coordination of services.

2. Information rdative to the individua’s medicad condition and treatment should
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be obtained from the PCP.

Thereisan estimated 25% risk of developing seizures in adolescence (age 12
and up). In collaboration with the primary care provider, referra to specidists
and diagnostic EEG, MRI and chromosome screening (for disorders such as
tuberous scleross and neurofibromatosis) should be considered.

B. Collaterd Resources/Ancillary Services

1.

Protection & Advocacy

While remaining sengtive to the incidence of sdf-injurious behavior, reportsto
Child/Adult Protective Services (CPS or APS) must be made when there is
suspicion of neglect or abuse, including medica or emotiond. For open CPS or
APS cases, the protective services case plan must be coordinated with the
behaviord hedth services. CPS case managers must be invited to al behaviora
hedlth services gaffings and reviews.

Divison of Devdopmentd Disabilities

If the individud is not yet enrolled in DDD and menta retardation, autism, or a
qudifying saizure disorder is diagnosed, referral to DDD should be made for
eigibility determingtion. If DDD is providing services related to the
developmentd disability, such services must be coordinated with the behaviora
heslth services. DDD support coordinators must be invited to dl behaviora
hedth services gaffings and reviews. All relevant information, including the
initid assessments and trestment plan, must be communicated to DDD to ensure
coordination of services. Per the ADHSDES/DDD IGA and Operatiord
Procedure Manud, for DDD/ALTCS individuds, the DDD support coordinator
is the lead case manager.

Probation, Parole, Correctiond Facility, or Other Civil/Crimina Court

If court, probation and parole officers are involved with the individud,
conditions of probation, parole and related services should be coordinated with
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V. References

the behaviora hedth services.
AHCCCSALTCS

Referrd to ALTCS should be made for digibility determination if thereisa
long-term physicd disability indicating aneed for ALTCS services. If ALTCS
is providing services, such services should be coordinated with the behaviora
health services.

Education

The parent/legal guardian will be advised to request the schooal digtrict's
cooperation. Thiswill include the school's participation in theinitia and ongoing
evauation and interventions. The parent may aso request the school to provide
acomprehengve evauation to determine specia education digibility, 1Q testing,
or an accommodation assessment. The behaviord health professiona should
participate in the development of the Individual Education Plan (IEP) to assist
the school in maintaining the individua in the leest redtrictive individud
educationd setting, and to support the primary caregiver through the IEP
process.

Vocationd Rehabilitation

Vocationd training may be available through the school to individuas who are
under the age of 16 and designated as emotiondly handicapped (EH). For
persons 16 and over, referra to VR services should be considered and services
coordinated, if appropriate.

Themedicd literature on therapeutics for Autistic Spectrum Disordersisrich and growing.  The
dinician iswell advised to keep abreast of the most recent developmentsin the field.

Further reference materids include:
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